(2) Growths certainly malignant.-These are: (a) Bald growths. (b) Squamouscelled carcinomata. (c) Infiltrating and nodular growths.
(a) The bald growths-so called from their cystoscopic appearance-are sessile growths, often covered with phosphates; microscopically they are papillary carcinomata in which the spaces between the papille have become obliterated; or, maybe, adjacent papillh have fused, so that a bald solid growth results; later these form one type of " infiltrating " growth.
(b) A squamous-celled carcinoma appears, cystoscopically, as a typical epitheliomatous ulcer, with a thickened everted edge and necrotic base.
(c) The infiltrating or nodular growths occupy a larger portion of the bladder wall than do the first two kinds. They are hard on palpation, their surface is irregular, and there may be large masses projecting intravesically; ulceration of areas of necrosis may be present. Histologically these infiltrating growths are difficult to classify, as various types of cell are found, from the normal transitional bladder epithelium, to ordinary spheroidal-celled carcinoma. The latter may be alveolated and highly cellular, or of the scirrhous type.
Adenocarcinoma is a rare type arising in mucous glands in the region of the trigone and internal meatus (suburethlral glands of Albarran).
(3) Growths of doubtful nature.-This category comprises most papillomata occurring after the age of 40, and their correct treatment is, to my mind, one of the most difficult questions in urology. Their base is broad and sessile rather than pedunculated, the villi are short and stunted-the shorter the villi, the more likely is the growth to be malignant. Other points favouring malignancy are the presence of ulceration or necrosis, or incrustation of the growth with urinary salts, the presence of puckering or cedematous bullae round the growth, or the presence of outlying nodules beyond the main growth-all these denoting infiltration of the underlying tissues.
Multiplicity of growths is a doubtful diagnostic point; if two or three papillomata are present they are probably benign; of course one papilloma may have undergone malignant change, so that one finds benign and malignant growth in the same bladder, and I have several times experienced a benign recurrence following excision of a malignant papilloma, but when a stage of general papillomatosis is reached they are certainly malignant. Implantation growths of bladder secondary to renal papillomata are always malignant.
The histological diagnosis of some of these doubtful growths appears to be just as difficult as their clinical diagnosis. Certainly I have had several returned as benign which subsequently, and rapidly, proved malignant. This raises a suspicion that some of those returned as malignant may have been benign. Infiltration of the base of a papilloma proves its malignancy, but the converse is not necessarily true, i.e., absence of infiltration does not mean that it is necessarily benign. Here for example is a report recently received:
"This shows a stumpy papillary growth; though not apparently inclined to infiltrate, it is composed of cells of mnalignant type. Histologically it must be considered malignant. I emphasize "cells of malignant type," as their recognition must be the ultimate test.
Situation and extension.-The lymphatics of the bladder arise in an intramuscular network and a superficial network on the outer surface. Trunks from these networks drain into the external and internal iliac glands; those from the anterior surface and the upper part of the posterior drain into the external iliac chain (lying between the crural ring and the bifurcation of the common iliacs). Those from the middle portion of the posterior surface run directly backwards to glands on the promontory of the sacrum at the bifurcation of the aorta; while those from the lower part of the posterior surface and the internal meatus run-with those from the upper surface of the prostate-along the upper aspect of the vesicles and along the vasa deferentia to the internal iliac chain: not infrequently there are interrupting nodes along this chain, and these are the first glands to be involved in carcinoma of the bladder base; in the latter case they may be palpable on rectal examination. These growths originate chiefly at the base of the bladder, in close relationship with one or other ureteric orifice: extension therefore is found chiefly at the base; the prostate, prostatic urethra, vesicles, uterus, pelvic bones and lumbar vertebrm may be invaded-rarely the vagina and rectum. As spread is by way of the intermuscular lymphatics, the invasion of the bladder wall may be much greater than the actual extent on the mucous surface revealed by cystoscopy.
Regional glandular involvement is late (and ? uncommon) ; certainly in many inoper-able cases the glands are found uninvolved, and death often supervenes (from urLemia, haemorrhage, or sepsis) before any general metastasis has occurred. The commonest sites for metastases (apart from the pelvic bones), when they do occur, are the pleuron, lungs, liver and spleen.
Symptoms.-In about 80% of cases the first symptom is hoematuria; in the rest, htematuria supervenes upon a chronic cystitis. Usually haematuria is an early symptom, rarely it occurs late. I shall refer to this question again. Scope of opercation.-Operation aims at removing the growth with a sufficiently wide margin of the whole thickness of the bladder-wall-one inch margin at least is aimed at-and avoiding implantation at the time of operation. Growths close to the internal meatus, where a sufficient margin cannot be obtained, are inoperable. When the growth involves a ureteric orifice, or is so close to it that a sufficient margin cannot be obtained otherwise, the ureteric orifice and the lower end of the ureter are removed also, and the ureter is transplanted elsewhere into the bladder. No elaborate dissection of the ureter from outside is necessary; the portion of the bladder to be resected is isolated gradually, beginning from below, and the ureter is recognized readily during the course of the dissection. In many cases it is considerably enlarged. The added risks of ureteric transplantation will be referred to again. Implantations are best avoided by cauterizing the surface of the growth before excising it, and by doing the actual excision with the endothermy knife, which has the additional advantage of speed by reducing hamorrhage.
When the growth involves the peritoneal aspect of the bladder the peritoneal cavity must be opened, and a corresponding portion of peritoneum removed; with peritoneal invasion the omentum is usually found adherent to the growth, and in these cases dissemination is rapid.
It has been stated already that the muscular involvement of the bladder may be much greater than its intravesical extent as shown by the cystoscope. Doubtful cases should be given the benefit of the doubt by suprapubic exploration. Successful resection should be followed by a full course of deep X-ray therapy as soon as the patient is convalescent.
Results.-Of growths "certainly malignant" I have notes of 120 cases: 35 operable, 85 inoperable. Of "growths of doubtful nature" there are 55; 20 (36-36%) proved on subsequent microscopy to be malignant and 35 benign (63 63%). This gives a total of 140 cases of carcinoma of the bladder to date; 55 (39 28%) operable and 85 (60 71%) inoperable.
For purposes of statistics I am taking the cases over a period roughly of eleven years, ending 1927, all of which have gone three years since operation. During this period 46 operable cases were seen; two patients refused operation, leaving 44 actually operated upon. Their ages varied from 31 to 74, average age 57@ 13. In the cases of " doubtful growths " which proved to be malignant, the patients were younger than in those which proved benign (48-79, average 60). There were 34 males (77%) and 10 females (22%).
The immediate mortality comprised six cases (13 * 63%); this includes all that died in nursing home or hospital: one on the table from cardiac failure; one from pulmonary embolus (third week); one from cardiac failure (twelfth day); one from ileus; one from pyelonephritis (thirty-seventh day); one several months later with growth fungating through the wound.
Within the next three years I know of fifteen deaths-all with recurrent growth except two (one from pyelonephritis four months later, the other, suddenly, from heart disease twelve months later); nine cases I have been unable to trace. This leaves fourteen alive and well at the end of three years-or 31 81% cures, if the three-year standard is adopted. I fear, however, that even this is an optimistic figure; the three-year standard is much too short, as two of these fourteen subsequently developed a local recurrence, one seven years and another nine years after operation. There is also the possibility of error in the histological diagnosis of some of the " doubtful growths." Of the forty-four operated upon, the ureteric orifice and the lower end of the ureter were resected in twenty, of whom three died from pyelonephritis (two, three and four months respectively after operation, and whose death was directly attributable to the resection of the ureter; all these had bladder infections before operation).
Resection and transplantation of the ureter involve two risks, firstly that of ascending infection, and secondly that of constriction and hydronephrosis. My statistics show that the former risk adds considerably to the gravity of the operation when the bladder is already infected but not when it is aseptic. Thus in the series of thirty-five "growths of doubtful nature" which microscopy subsequently proved benign, and in which partial resection of the bladder was performed, the ureteric orifice and lower end of the ureter had been resected in ten, of whom all survived. I think the second risk, that of contraction and hydronephrosis, is not a serious one.
I had the oportunity of making a post-mortem examination on one patient nine years after operation. In this case the ureter and kidney were a little dilated, but not more than might have been caused by the original growth before resection. Certainly in many cases the ureter is found dilated at the time of resection, and one of my patients had a large hydronephrosis caused by the bladder growth.
One notable point in this series is the large number of cases which were inoperable when first seen, viz., 85 out of 140 or 60 * 71%. Had I included the cases seen in my out-patient department the proportion of inoperable cases would be higher still.
The average duration of symptoms in the operable cases (excluding those supervening upon chronic cystitis or previous papillomata) was, roughly, seven months; in the inoperable cases it was fourteen months. These facts speak for themselves, but may be a little misleading, as in several of the inoperable cases there had been no htmaturia until three or four weeks before cystoscopy. Every case of chronic cystitis and every case of haematuria should be subjected to cystoscopy.
In judging the prognosis of each individual case after operation, the pathologist is most helpful; the main points being the type of cell present and whether the margin is wide of the area of permeation. Better results will be obtained in the future by securing the cases earlier and by a wiser selection. I have operated upon all in which I judged excision possible. Some, I fear, had an insufficient margin and were not worth while.
I invite the views of Members on the treatment of " growths of doubtful nature." Should they be treated by diathermy, through the cystoscope, and watched-only being resected when their malignancy seems assured-in which case much valuable time is lost ? Or should they all be resected at once, in which event many benign ones will be subjected to unnecessary operation ?
The high proportion of malignant growths in this group (36 * 36%) inclines one to advise the latter course.
Di8cu88ion.-Mr. FRANK JEANS said that he felt depressed about the results in malignant growths of the bladder. He quite saw the difficulty concerning the President's "doubtful group." He had been struck by the fact that sometimes a growth on the roof of the bladder seemed to be operable, and a large amount of bladder was removable from that site, and yet there was recurrence.
He agreed that the part of the bladder which had a peritoneal covering and had omentum attached to it was the worst possible site for a growth. Taking a parallel case, it was useless to resect a colon which had become adherent, by carcinoma, to the stomach. As soon as one carcinomatous cell got into the peritoneum, it was in the current of the largest lymph system of the body, and there might already be secondary deposits in the spine, and other places.
To diagnose between a malignant and an innocent growth through the cystoscope was, he agreed, a matter of great difficulty. He, personally, had an elementary guide: the greater the amount of deposit of salts and phosphatic accretions on the growth, the more likely was it to be malignant, and a clinical history of hEematuria was important. The condition in a patient who had what Moynihan called the " steeple " chart of gall-bladder, was more likely to be innocent than when the blood-chart came up slowly and went down slowly; in the latter case it was more likely to be malignant.
In dealing with the kind of growths under discussion it was necessary to be ruthless in resection. There was, he considered, a danger of implanting the ureter into the bladder.
He did not know whether the President had been troubled with fistule following these operations. His own experience of fistule from the ureter tended to make him quite conservative. On several occasions the fistula had closed itself after any period, from three weeks to six months; in one case it was eight months.
Mr. JOHN EVERIDGE said that with regard to the danger of the apparently simple growths which were situated near the top of the bladder, and which the surgeon thought would be especially suitable for operation: recently, at King's College Hospital such a case was seen in a female. The growth was apparently suitable for operation; it looked like a bun stuck on the top of the bladder with the cystoscope. Owing to its solid nature it was diagnosed as carcinoma. It was operated upon and there was found to be a great mass which involved the muscle and the peritoneum. It also extended back and was adherent to the uterus. it proved, of course, entirely inoperable.
He had not yet come across a case of fistula following ureteric resection and transplantation. He had operated upon many of these cases, and the results had been good. An important matter in the technique of the operation in which the ureter had been incised or resected was to carry out prolonged drainage in the neighbourhood of the ureter. In cases of resection of the lower end of the ureter, the drainage tube should be left in the cellular tissue round the lower end of the ureter for at least ten days; there was then likely to be better healing of the ureter, and suppuration was less likely to occur.
He had brought for inspection a specimen from a case in which, in 1922, he had resected the right side of the bladder and implanted the ureter. The disease was nodular carcinoma. The case had done very well. At the end of the operation the bladder was very small, as such bladders always were. Healing was rapid, and the patient was passing water well three weeks afterwards. Two months after the operation the urine could be retained for four hours. This patient had a great friend who developed cancer five months after the operation described, and this so worried the patient that he shot himself. The suicide took place near the hospital and so there was an opportunity of carrying out a post-mortem examination, and the bladder was rescued. It was healthy, and the ureter opening was good.
The ureter was dilated and this dilatation had probably existed before the operation, because the growth was situated right over the opening, and had caused obstruction.
Mr. RALPH THOMPSON said that he had been sorry to hear the President's remarks about implantations occurring at the time of operation; he thought these referred to the surgeon who did scrapings of bladder growths, not to the expert urological surgeon who performed excisions.
With regard to secondary deposits: In cases of carcinoma of the bladder these were uncommon. In the course of twenty years, during which he had seen about ten thousand cases of all kinds at hospital, he had hardly seen one in which there were secondary deposits. The fact was that many patients with bladder growths died from ascending nephritis, and the sooner this was generally recognized he thought the better.
Concerning the President's case, in which death occurred while the patient was under the aniesthetic, before the operation was well started, he (Mr. Thompson) was willing to defer to the President in regard to the time, but he would say that deaths under antesthesia when the bladder was opened, were not uncommon, and, considering the statistics, one could not greatly blame oneself because the patient died before the growth was reached.
Ho considered that the President was right in advocating open operation as the treatment for carcinoma and papilloma. He (the speaker) would not say that diathermy was not useful, but it would be found that 75% of the people who used diathermy were not expert bladder operators. Diathermy might be a useful method of treatment, but much patience was needed on the part of the patient to make it a success. As a general rule he did not think diathermy was as good in its results as was open operation.
Referring to the situation of the growth in the bladder, it was very interesting that, as a general rule, growths of the bladder, of innocent nature, usually occurred outside and above one uteric orifice. Those with experience of cystoscopy knew that the flow of urine was directed upwards and outwards as it passed from the ureter, and that could only be seen with the cystoscope. He remembered making an admirable demonstration in the presence of Professor Laidlaw, proving that such was the case. Two hours after the death of the patient he had injected the bladder through the urethra with white plaster. Before the plaster had set he had cut down on the left ureter and injected it with blue plaster. When sections were cut of the plaster cast of the bladder after it had set, it was remarkable to see the way in which the blue plaster curved over and came to the outside of and above the left ureter. These observations indicated that a growth occurred where the urine coming from the ureter impinged against the bladder-wall. When there was a growth of the bladder his own practice had always been first to excise it, and then, if there was a recurrence to employ diathermy. The results of this policy had been good. A few days ago he had met a man upon whom he had operated seven years before for a growth in the bladder. The growth had been situated above and outside the left ureteric orifice, and had been diagnosed by Dr. G. W. Nicholson as malignant. There was no evidence of any recurrence, but he thought the evidence Dr. Nicholson gave as to malignancy-that the growth infiltrated-was not quite satisfactory. What did it infiltrate ? He (Mr. Thompson) had only cut through the pedicle. Some of these pathological reports with regard to infiltration should be accepted with caution.
He would insist that the surgeon was justified in excising these growths and telling the patients they must be prepared to go turough with the operation, rather than in attempting treatment by diathermy and other methods to which inefficient operators resorted in many cases.
Mr. JOCELYN SWAN said that, to all engaged in urological work, the group of cases which the President designated as " doubtful " were very important, because it was certain that whereas one could get, on the one hand, the obviously simple growth, and, on the other hand, the obviously malignant one, the difficulty was to diagnose accurately the nature of those in the " doubtful " group. A point on which he had placed a good deal of reliance was the fact that small areas of sloughing or necrosis on the surface of these growths were very important signs of malignancy. Another diagnostic point upon which he relied in these cases was obtained by the use of diathermy. A point first emphasized by Mr. Swift Joly some years ago was that if, when one began a treatment of what was apparently a simple growth, on putting the active diathermy electrode into the growth for some seconds and on withdrawing it, the growth was found not to draw away from the bladder wall, infiltration was probably occurring in the base of the growth. In such an event, the sooner the surgeon abandoned the diathermy treatment and proceeded to open operation and resection the better. In some of these small villous-covered growths such small points helped considerably.
In every case in which there was a doubt whether the evidence favoured malignancy or innocency, but in which malignancy was the more likely, the growth should be resected; there should be no attempt to treat it by cystoscopic diathermy.
One taught that in looking at villous-covered growths through the cystoscope one must carefully observe the condition of the mucous membrane around the pedicle, but the more we saw of these growths the more we appreciated the difficulty of seeing the area immediately surrounding the pedicle.
He was not a great believer in diathermy, except for small, unmistakably innocent growths. It was necessary to have in mind a standard of size, and his own limit was one of the size of an ordinary cherry. A growth larger than this was better treated by resection than by diathermy. He used the diathermy for small tumours and for recurring growths which he felt sure were innocent papillomata. In many cases diathermy used through a suprapubic vesical opening was preferable to that used by means of a cystocope.
With regard to the histology of these growths, he did not think great reliance should be placed on pathological reports, as even eminent pathologists had great difficulty in telling whether they were really malignant or not. Many growths which, clinically, he (the speaker) would not hesitate to call malignant, from the appearance found at the operation, were reported by the pathologist to be innocent; conversely, growths which had all the clinical aspects of innocency were occasionally reported to be malignant. This made one's statistics very difficult. He was inclined to place more weight on the aspect and appearance presented at the operation than on the pathologist's report as a guide to the nature of the growth. He looked upon every villous-covered growth in the bladder, even those which at first had the appearance of being benign, as an extremely serious condition; he regarded them as pre-cancerous, if not already malignant. He had now operated upon a number of cases in which one, two or even three recurrences were innocent, but a further one was undoubtedly malignant.
In the treatment of these cases, too, there was a point of interest concerning metastases. The infiltrating epithelioma or the adenocarcinoma of the base of the bladder showed a fairly rapid spread to the glands, going thence by the pelvic lymphatics, which might be felt per rectum as a thickening passing upwards and outwards above the prostate, and before long the glands were found to be involved. In the villous-covered tumours, however, metastases in the glands were very late. Looking at the matter on general lines: In dealing with malignant disease in any part of the body one could say that in the case of a growth which was expending its energy in forming a cauliflower type, metastases occurred only very slowly, but that in cases of epitheliomatous and infiltrating forms, metastases occurred early.
He agreed with the President about the wide removal of the base of these growths ; removal must be wide and must include a good, clear area of healthy mucous membrane and vesical wall round the base of the growth. He did not hesitate to transplant the ureter; he had done so many times, and he had not yet seen the procedure followed by fistula, nor had he had to operate subsequently for hydronephrosis. He agreed with the President that the operation increased the risk of ascending sepsis of the kidney if the bladder was in a septic condition. He did not hesitate to transplant the ureter if it came within the field of the resection. A point which had been a great help to him was, that when he had the bladder open he passed a catheter into the ureter before attempting resection. That was useful in two ways: occasionally it helped to identify the distal end of the ureter, and towards the end of the operation it was one of the last things to bring up and divide.
He also agreed with Mr. Everidge's recommendation to leave a space in the cellular tissue in the bladder alongside the ureter, which had been transplanted, and to drain it. That avoided the possibility of stenosis of the opening of the ureter, or of cicatrization above, which might lead subsequently to obstruction.
Mr. E. W. RICHES said that he would quote two cases illustrating the value of palliative treatment when more heroic measures were not advisable, owing either to the local condition of the growth or to the general condition of the patient.
The first case was that of a woman, aged 66, who came to Middlesex Hospital in June, 1927, with a two years' history of hbematuria. She was operated upon by his (the speaker's) chief, who found a large papilliferous type of carcinoma; it arose above and outside the right ureter, and was spreading across the base of the bladder. The growth was inoperable locally, and he did not think that the patient's general condition was such as to bear a large resection. The growth was removed superficially, purely as a palliative measure, with the idea that it mnight relieve the hEematuria, though it was probable that there would be a recurrence. The growth was examined microscopically and was reported to be malignant, and in a few months' time there was a nodular recurrence, which was further over to the left of the bladder. He treated it, per urethram, by diathermy. That was over three years ago, and the patient had been attending hospital regularly, and had had diathermy treatment through the urethra five times during the three years. Since her operation she had put on three stone in weight, had had no further hematuria, and was now able to hold her urine, passing it only once or twice in the night, and holding it for three hours in the day. In this case the less heroic measures had been entirely justified; if an attempt had been made to resect that patient's bladder she would probably not now be alive.
The other case was that of a woman, aged 75, who had come to him a year ago with a typical epitheliomatous ulcer of the size of a five-shilling piece above and outside the right ureter. After a cystoscopic examination he had opened the bladder and found that the whole of the wall was adherent and that the growth was infiltrating. He took out a piece of the growth for the purpose of examination-which confirmed malignancy-and inserted radium, using a smaller dose than usual, namely ten 0 5-mgm. tubes, with 0 5 mm. of platinum screenage, leaving those tubes in five days; they were arranged radially from the outskirts of the growth. The wound was dry on the fourteenth day; in most cases when radium was put into the prostate or bladder from the mucous surface, healing was considerably delayed. He again examined the patient cystoscopically a month later, and there was then a large slough covering the whole area of the growth. There was also a piece on the edge which looked suspicious, and was therefore diathermized. He made a further cystoscopic examination (five months after operation) and the slough was still present. Diathermy was again applied around the growth. Last week-she then being aged 76-her doctor reported that she was up and about and well, on only two occasions having had slight hbematuria.
Those two cases had been treated on palliative lines. It was not expected that they would do well, but they served to show that it was always worth while to try to do something for the patients in these cases, even though that something was not a properly-planned operation for malignant disease.
Mr. ZACHARY COPE said that a kind of growth which had not been touched on was that which infiltrated in the region of the internal urethral orifice. Did urological surgeons consider that, in a feeble patient, a considerable excision of such a growth in this sensitive part was the best course to follow, remembering that radical treatinent showed a considerable mortality ?
He would instance two recent cases. One was that of a man aged 78, who came to him because of retention of urine caused by a growth blocking the internal urethral orifice. He had had h3ematuria and complete retention. The prostate was not enlarged, but there was an infiltrating growth at the urethral orifice. The speaker first diathermized the growth by open operation and then inserted radium. The bladder healed up well, and he had seen the patient from time to time since, the last occasion being ten days ago. He had remained comfortable ever since the treatment and had put on over two stone in weight. Probably he would not have been in such good condition if the whole neck of the bladder had been excised.
The other patient was a woman whom he saw a year ago because of severe hEematuria. On cystoscoping he could not see anything, but when he opened the bladder he found it to be full of growth. He removed this material, which weighed 12 oz. It was a growth which he would have had considerable hesitation in removing by the knife, but he cut it away piecemeal with the diathermy knife. It had a base the size of a five-shilling piece, near the internal urethral orifice. He carefully diathermized this case and had seen the patient from time to time afterwards. She had been comfortable during the year since operation.
He would plead for the intelligent use of diathermy; skill was required in order to employ it correctly.
Mr. F. McG. LOUGHNANE said that when surgeons used diathermy it was not because they were afraid to operate; they did so from choice. If one was able to remove these doubtful growths of the bladder as completely as in cases of cancer of the breast or the uterus, taking away also the whole glandular area, one would operate, but in the bladder region this could not be done. At best, the procedure in these cases was merely palliative. If they were tackled first with diathermy, the growth was destroyed and the mucous membrane healed up. It was then easier to know whether one was dealing with a simple or with a malignant growth, and if it proved to be malignant it was easier to carry out extirpation. Many of these growths turned out to be simple, and it was better to give the patient the benefit of the doubt by carrying out a diathermy operation. which only needed to be performed twice according to the degree of skill of the operator. Then one could deal with whatever condition remained.
Mr. RALPH THOMPSON, in reply to criticisms of his remarks on the use of diathermy, said that the Members who had taken up his challenge belonged to the 25% of skilled operators that he had indicated.
Mr. BERNARD WARD said that he supported Mr. Zachary Cope's opinion in favour of occasionally using open diathermy. He was opposed to meddlesome cystoscopic diathermy carried out on growths requiring repeated applications which were apt to tire the patient out. In all cases of multiple or large growths he had for years made a point of treating them by diathermy through the open bladder and his results had been comparatively good. It had been surprising to see how some huge growths-sometimes the size of a hen's egg, sometimes multiple growths almost filling the bladder-reacted to diathermy, without resection being performed. He had had many such cases in which he had cut off the growth with the diathermy knife and charred the base, leaving a deep slough to come away, and there had been no recurrences. In some cases there had been recurrences in other parts of the bladder, which had subsequently yielded to diathermy through the cystoscope. Wherever possible, he followed up his cases for some years-every three months during the first two years; if he saw a sign of recurrence he touched the growth with the diathermy point. During open operation one must take precautions against dissemination, making sure that no pieces were broken off and entangled in the wound or in the fat beneath the peritoneum. In one of the first cases he had treated in this way the growth was a simple papilloma, but carcinoma had developed in the upper end of the wound, outside the bladder, from a piece of the growth which had become enmeshed in the extra-peritoneal fat. The patient had died from secondary deposits, not from the bladder, but from the secondary carcinoma. He always took care to char the surface of the growth thoroughly before it was dealt with, and thehi he dissected the base, or left it to slough away. In a number of cases he left the base without dissection, and though they were reported as malignant papilloma there had been no recurrence. He had noticed an increasing laxity in the definition of malignant growths. A definition which, he considered, always held good, was as follows: " A malignant growth is one which transgresses the basement membranes." From an examination of the surface of the growth, no pathologist could say whether it was or was not malignant; that the cells showed or did not show mitosis, that the layers were multiple or single, or that the fimbrihe coalesced or remained discrete, was not sufficient evidence. This uncertainty was one reason why it was difficult to prepare statistics. The infiltrating growth showed a very high percentage of recurrence whatever the treatment.
The PRESIDENT (in reply) said that Mr. Jeans had aised the question of ureteric fistula after ureteric implantation. He, personally, had been fortunate in never having encountered such a case.
Mr. Everidge had stressed the importance of prolonged drainage. He (the President) always drained outside the bladder after transplantation, but not for a longer time than three or four days. The bladder was a very accommodating organ when it was a matter of resection: one could cut it about freely, and yet it seemed to be all right in the end.
Mr. Ralph Thompson had said that the cause of death in these cases was sepsis and ascending pyelonephritis, and with that opinion Members would agree. In his paper he (the speaker) had said that haemorrhage, sepsis and uriemia were the main causes of death. Most patients died from one of those causes before general metastases had had time to develop.
As to deaths under anesthesia, he did not think that the danger was at the time of the opening of the bladder, it was when the patient was placed in the Trendelenburg position; in that regard it was necessary to be very careful in some of these cases. The patient whom he had mentioned had been overhauled by a physician the day before the operation. He was aged 60, and had a fairly high blood-pressure and normal heart sounds. Yet he died suddenly when placed in the Trendelenburg position. When his heart was examined it was found to be soft and fatty, and the finger could be pushed through its walls. He did not know whether there were means of recognizing such heart conditions beforehand.
Mr. Ralph Thompson had further said that patients on whom diathermy was practised had to be very " patient." In any case in which he (the speaker) had treated a growth by diathermy the patient had been under a general anesthetic, and, so far as practicable, he had removed the growth at one sitting. From experience one was able to judge pretty well whether one had completely destroyed the growth, and an examination could be made three weeks afterwards to make sure. If the growth were dealt with by diathermy piecemeal, it might beat one in the end. In all attempts to treat these cases by diathermy the patient should be under a general aneesthetic.
Mr. Jocelyn Swan appeared to agree with him (the President) on the main points, especially as to the inherent malignancy of papillomata, and was in favour of operation as opposed to diathermy, certainly in the " doubtful " cases. Mr. Swan had raised the question of putting a catheter in the ureter. He (the President) did this as a routine, when possible, with the cystoscope, before opening the bladder. In some cases the growth overshadowed the ureter, and then it was not worth while wasting time in trying to find it.
Another point was the use of diathermy for diagnosis. Mr. Loughnane, raising the same point, had said that he diathermized these growths, and if they were not malignant he found that the mucous membrane healed afterwards, and one could tell which were innocent and which were malignant. [Mr. LOUGHNANE: If the mucous membrane heals you are dealing with a simple growth, but if there remain ulceration it ceases to be doubtful, it is malignant.] He agreed with that. But whether one was justified in using diathermy as a clinical test was not clear, and it meant loss of time. It was safer to excise doubtful ones.
Mr. Riches had quoted cases not properly within the scope of the discussion, that was to say, inoperable cases. These might well form the subject of discussion on another occasion. The same criticism applied to the remarks of Mr. Zachary Cope. Diathermy, radium, and deep X-ray therapy all had their place, but the present discussion was on operable cases.
